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 This was a revisit for the Federal recertification 

survey conducted on 2-16-15 to 2/20/15.

Survey Date: 4-2-15

Facility #: 008247

Medicaid Vendor#: N/A

Two conditions and twenty-five standard level 

deficiencies were found to be corrected during 

this survey.

At Home Quality Care is in compliance with the 

Conditions of Participation for home health 

agencies 42 CFR Part 484.

Quality Review: JE 4/6/2015
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